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pril and thiazides. Hyperglycemia was controlled by continuous subcutaneous infusion of insulin administered by a pump. In November 1981, after 7 months of treatment, cyclophosphamide was discontinued, no new signs of reactivation of disease having been noted to date. In November 1983, creatinine was 1.9 mg/l00 ml (167.96 mmol/l), urea 80 mg/l00 ml (13.28 mmol/l), ESR 8, proteinuria 1.5 g/day, glycemia 185 mg/l00 ml (10.2 mmol/l), treatment with 75 mg of captopril, 50 mg of thiazides and 67 U of insulin per day divided into three doses. Little is known about the simultaneous finding of two etiologically different glomerular diseases in the same patient [1] . The association with diabetic glomerulosclerosis most commonly described in the literature have been membranous glomerulonephritis, acute glomeruloneph-ritis and minimum change nephrotic syndrome, followed by the less frequent association with dense deposit glom-284 Fort erulonephritis, lupus, amyloidosis, sarcoidosis, IgA nephropathy, etc. [1, 2] . The absence of diabetic retinopathy as well as the appearance of urine abnormalities or alteration in renal function incompatible with the natural history of diabetic nephropathy, compels one to suspect the presence of another type of nephropathy susceptible to treatment, which is why in such situations it is advisable to perform a renal biopsy as occurred with our patients. 
